Key words: human melioidosis in Japan, chronic form of melioidosis , Pseudomonas pseudomallei, liver and splenic abscesses, parotid abscess, prostatic abscess Abstract A 41-year-old Japanese male with uncontrolled diabetes mellitus and alcoholicliver dysfunction developed melioidosis after his business trip to Indonesia and Singapore in 1988 . His disease started with spiked fever on the following day after extraction of a tooth, and a liver abscess developed, followed by abscesses in the spleen and in the subphrenic space. In spite of splenectomy and intensive antimicrobial treatments for three months, he developed parotitis, prostatitis , and abscessof the right submandibular gland at 5 to 16-month interval. Pseudomonas pseudomallei was isolated from the blood and pus from each abscess. The lung was not involved. At present, he has returned to work, withcontinued intravenous instillation of imipenem/cilastatin.
patient with melioidosis in Japan With the continued drainage and antimicrobial treatments, the abscess cavity became localized on April 13 and CRP declined to 0.74 mg/dl. However, fever and leukocytosis continued andP. pseudomallei was still isolated from the pus. Finally, after May 2, the pus culture became negative,the abscess cavity disappeared on CT, and CRP returned to normal. Drainage tube was removed and antimicrobial agents were discontinued. He was discharged on May 19, 89 days after admission. On December 14, 1989, he developed fever and pain when chewing in the left temporomandibular joint. He found a hard tumor, 3 cm in diameter, near the left auricle. He also complained of general fatigue and loss of appetite. High-grade fever continued and the WBC count was 16 X 103/mm3. P. pseudomallei was detected from the pus of left temporomandibular abscess on December 22 and sputum on December 28. He was admitted on December 27. Neither the liver abscess nor subphrenic abscesswas found, and ascites was not present on CT on January 5. Intravenous instillation of IPM and cefoperazone (CPZ) was effective, and he became almost afebrile. However, he was febrile from January 17, 1990, andcomplained of right femoral pain at urination. Between February 16-28, prostatic abscesses were found, and P. pseudomallei was isolated from these abscesses. Minocycline (MINO) was used in combination with either one of cefoperazone (CPZ), ceftazidime (CAZ), or piperacillin (PIPC). In addition tothe antimicrobial treatments, puncture of abscess for elimination of pus was performed several times. He recovered and was discharged on March 12.
On July 22, 1991, he was readmitted because of high fever. WBC count was 17.6X 103/mm3. Hard and painful swelling of the right submandibular gland was noted. Another tumor inthe right preauricular region appeared, for which parotitis was suspected. A small amount of pus wasobtained from these two lesions and both specimens were positive for P. pseudomallei by culture. The antimicrobial agent cefotaxime (CTX) was not effective, but IPM was. He was discharged and returned to work on October 7, 1991.
Results of hematological and serum biochemical tests are summarized (on the four admissions and their respective acute phase period and the period before discharge) in Tables 1 and 2 , respectively. On admission and in the acute phase period, liver dysfunction was manifested. Contrary to this, hypoalbuminemia and a high level of CRP continued throughout his four admissions. Respiratory, cardiovascular, and renal functions remained normal (data are not shown).
Histopathology
Macroscopically, yellowish nodules were scattered in the removed spleen. At the center of each nodule, a necrotic mass was found. These nodules histologically consisted of central caseous necrosis and were surrounded with epitheloid cells. Furthermore, each nodule was surrounded with a hemorrhagic zone (Fig.  2-a, b) .
Bacteriology
Bacteriological culture records are listed in Table 3 . Before the beginning of antibiotic treatment, specimens for bacteriological examination were collected. However, pathologically significant isolate did not grow on the cultures of throat swab and midstream urine. All the isolatesof Gram-negative rod-shaped organism showed remarkable bipolar staining. They produced dried and wrinkledcolonies on blood agar Table 3 Bacteriological culture record with special reference to Pseudomonas pseudomallei *Pus from the inside of splenic capsule (at splenectomy) **Left temporomandibular abscess ***Abscess at right submandibular gland plates and smelled of putrid wood. Colonies on MacConkey agar plate were pink or red, though the medium color remained unchanged. They were motile with polar tuft of flagella, and they oxidized glucose, maltose, inositol, and other 20 carbohydrates. They were able to grow at 41C, reduced nitrate to nitrogen gas, dihydrolyzed L-arginine in Bacto-decarboxylase base Moeller. Based on these results compared with those of the type strain of Pseudomonas pseudomallei EY (Eiko Yabuuchi) 2004, the isolates were identified as strains of P. pseudomallei. The identifications by API 20NE gave the same results. The minimum inhibitory concentrations (MICs) of 30 antimicrobial drugs are listed in Table 4 .
Discussion
Strains of P. pseudomallei are more virulent to mammals than P. aeruginosa and other Pseudomonas species. It has been known that P. pseudomallei causes characteristic pathological changes in various organs. The histopathological findings of the removed spleen were sufficiently consistent with those described by Whitmore and Krishnaswamil). In Southeast Asia, the fulminant septicemic form and lung alcoholism, and physical conditions in general are sufficiently controlled, he will suffer from relapses after short or long latent periods. The activation of melioidosis long after exposure in a known endemic area has been reported in the literaturel,11).
Although human-to-human transmission of melioidosis has not been known, there is a report in which a housewife, whose husband had prostatitis due to P. pseudomallei12), develope elevated serum antibody titer against P. pseudomallei. However, environmental contamination with P. pseudomallei could occur by pus or other excretions, as reported by a French investigator13). Unfortunately our knowledge of melioidosis is scant14). Recently, many Japanese are in Southeast Asia on bussiness or in the operation of the Peace Keeping Organization and thus they might be exposed to it. Therefore, we wish to alert doctors, nurses, and clinical bacteriologists to melioidosis.
